Introduction
This paper discusses the interaction between government policy making and healthcare education. A brief background to European and national healthcare policy is presented with reference to United Kingdom (UK) policy initiatives produced by the Department of Health (DoH) over the last ten years and the Scottish Executive Health Department (SEHD) since Devolution in 1998. The relationship between the UK National Health Service (NHS) and Higher Education Institutes (HEIs) is considered. In examining the relationship between health policy and education for healthcare professionals (HCPs), stroke is used as an exemplar. The importance of linking policy with funding for the implementation of initiatives and for evaluation is highlighted. And finally an argument is made that there is potential to create a more sustainable culture of health education that produces opportunities for HCPs to achieve recognised and transferable skills within the European community.
European Health and Education Policy European Health Policy
Healthcare policy is a priority for countries of the European Union (EU) given the percentage of Gross Domestic Product (GDP) that health delivery absorbs. Increasingly EU governments and the public acknowledge the relationship between a nation's health and its capacity to generate wealth (Martins 2005) . The range of healthcare systems developed over time, in response to specific local and national care priorities, precludes a pan European approach to healthcare. EU States want European Union directives not to interfere with the management of national health schemes and policy (Duncan 2002) . As Lethbridge (2002) notes, health care has been most strongly influenced by the concept of subsidiarity wherein national governments retain direct control of national health care systems.
Despite this, national health policy setting is and continues to be affected by indirect European policy making. As an example The European Working Time Directive (EWTD) [No 93/104/EC of 23 November 1993] was passed by the European Commission's social action programme to protect workers from long hours without breaks that would harm health and risk accidents through fatigue. The EWTD was enacted in the UK as the Working Time Regulations 1998 to ensure minimum safety and health requirements for the organisation of working time related to daily and weekly rest and annual leave; to breaks and maximum weekly working time; and to certain aspects of night work, shift work and patterns of work.
But the EWTD had an unforeseen impact on health professionals in that junior doctors' hours It becomes clear that a gap exists between policy and the securing of knowledge to implement change. There is an argument to be made that whether it be mandatory specialist training or in-service health training, that healthcare education should be explicit and recognized formally to maximize its potential. However, much stroke education is delivered as in-house training. While this can be successful, managerial support can be inconsistent. If improved stroke care is to be achieved, purposefully designed, competency-based programmes are implementation of a sustainable training regime. However it should be noted that no specific and additional NHS funding for this initiative has been allocated.
Producing an evidence-base for, and demonstrating the effectiveness of healthcare education is challenging (Glen 2004b; Royal College Of Nursing 1997) and is difficult to evaluate.
However studies by Aiken et al (2001; demonstrate that hospital mortality is reduced when the nursing workforce is better educated (Aiken, Clarke et al. 2001; Aiken, Clarke et al. 2002) . Aligning education with policy allows the choice of a valid outcome and importantly identifies a relationship between education and outcome. 
European Stroke Policy
However, translating the health and economic burden of disease into policy can be problematic. Cost of Illness (CoI) studies have been used to demonstrate the cost/burden of disease in such a way as to provoke health policy (Byford, Togerson et al. 2006) . However
CoI studies are criticised for failing to provide information on prevention costs or outcome gain (Byford, Togerson et al. 2006; Shiell, Gerard et al. 1987) . Consequently low cost, well- It is important to recognise that the 'UKCRNs' are government policy in action, within specific fields, to ensure that the evidence base is in place to reduce the burden of disease to
society. Yet it has already been noted in this paper that government policy is not necessarily linked explicitly to the funded implementation of the healthcare education required to deliver on policy directives. Indeed recognition of clinical need may only be acknowledged when increasing healthcare costs that drain budgets (e.g. increasing morbidity and mortality) are identified and strategies designed to deal with the emerging crisis.
UK Stroke Training
Until recently stroke policy was concealed in UK government health publications. However as noted earlier the increasing impact of stroke on health care budgets raised its profile leading to the publication of specific stroke strategies such as the 'NHS R&D Strategic were limited and that there was a need for training to meet both basic and specialists stroke skills, nevertheless explicit funding for training in both acute and rehabilitation care was not specified.
Stroke interventions need to be managed by the right clinicians with the right skills given the potential risk of certain interventions like thrombolysis (Corea, Gunther et al. 2006 ). This is also true for stroke nursing and yet the educational preparation of UK nurses in stroke rehabilitation has been reported as minimal and largely ineffective (Booth, Hillier et al. 2005) . 
Groups such as the European Stroke Initiative (EUSI) (2006), a joint venture of the European Stroke Council (ESC), European Federation of Neurological Societies (EFNS) and European Neurological Society (ENS) and the European Association of Young Neurologists and
Trainees Stroke Subspecialty Group are working to improve stroke management in Europe through educational programmes for medical professionals and the public and to establish the requirements of a stroke specialist in the European Community (Corea, Gunther et al. 2006 
New Technologies and Innovation in Healthcare Education
Improving the patient's journey and outcomes relies on public and healthcare professional knowledge (Lindley 2002) . As Alberts et al (1992) demonstrated, an education intervention directed at both healthcare workers and the public can be highly effective as 86% of stroke patients in their study were diagnosed and transferred within 24 hours compared to 37% preintervention.
In stroke like myocardial infarction, there is a need for rapid diagnosis and appropriate referral to ensure acute interventions (e.g. thrombolysis) are administered where appropriate.
Testing of a mobile rtPA system to administer pre-hospital is currently being explored in stroke (LaMonte, Xiao et al. 2004 ) while pre-hospital thrombolysis is already being delivered by ambulance staff in cardiac services (Scottish Executive 2005a). Therefore, investing in stroke thrombolytic (rtPA) education and diagnosis for HCPs is critical as it remains the most promising, available medical intervention for acute ischaemic stroke despite its limitations (Sandercock, Berge et al. 2002) .
Healthcare technologies such as telemedicine have already revolutionised healthcare through the reduction of patient waiting times, taking specialised care to remote areas and providing opportunities for HCPs to develop new roles (LaMonte, Bahouth et al. 2003; Levine & Gorman 1999) . In stroke, telemedicine and teleconferencing are used as educational resources among international stroke communities. Telemedicine has the capacity to erase geographical differences in healthcare and to distribute and provide a more equitable and accessible 24 hour service. It can bring the off-site specialist to the bedside. Applied in this way, telemedicine supports and facilitates the transfer of skills and knowledge to the less experienced, reduces the need for 'off-ward' training and improves rapid, multi-disciplinary decision-making. In Scotland for example it has been suggested that telemedicine could Thought has already been given to a future of specialist care being delivered in peoples'
homes via Internet broadband (Telemedicine Seminar 2006) . In the UK a more universal approach to telemedicine in stroke services is becoming increasingly evident and may soon become a current commodity (Telemedicine Seminar 2006). Indeed, a paramedic or nurse-led thrombolytic service which is consultant supported via telemedicine may not be too far away.
Therefore, future training needs should be identified, possibly using the experience of specialists and educational models in areas of more advanced telemedicine use such as epilepsy (Telemedicine Seminar 2006) . In the case of telemedicine the tool kit is here but we need to educate HCPs and service users that it is both a way of implementing quality care as well as a coherent learning device.
Delivering Health-focused Education
The relationship between HEIs and the UK National Health Service is complex. HEIs and the NHS need to work in partnership and yet often have conflicting agendas. The NHS often requires training that is reactive to health initiatives and directives and operating within narrow time constraints. Funding may come from existing budgets rather than being supported by new money and may be competitive in terms of organizational demands and health priorities at local and national levels. Contractual arrangements are a double-edge sword providing security and cost at prescribed levels but can be constraining if their impact is to reduce choice and keep cost at either inflated or depressed prices.
Education providers strive to respond by offering appropriate topics, varied modes of educational delivery in different settings that meet quality assurance standards and attempt to meet the healthcare clinician's and the health organization's expectations. HEIs operate in competitive environments and are expected to income generate. Like other areas, stroke education requires current knowledge, familiarity with clinical guidelines, service delivery, technological advances and an understanding of their impact at practice level. Additionally, there is a need to ensure that the skills and knowledge contained within a specific educational package are transferable within a policy context to the current labour market, workforce modelling and staff governance (e.g. advanced practitioner).
Collaborative, partnership arrangements between HEIs and the NHS to produce courses that are self-sustaining, meet national guidelines, are evidence-based and quality assured, are cost effective and income generating, are generally the gold standard aspiration of all involved.
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Consequently education needs to be planned strategically and implemented in conjunction with new treatments and service initiatives to provide HCPs with modern learning resources within a clinical career framework. Given the inevitability of changes in healthcare, it would therefore seem reasonable that health services continue to invest in education, training and human resource strategies (Glen 2004a) but also that funding be made available to support the required educational input as demanded by policy.
Learning in the Workplace
Work-based learning, which integrates training into the workplace, usually in partnership with an educational institute, is one way of delivering education to healthcare workers.
Undoubtedly work-based learning allows academic achievement to be combined with work and promotes shared and multidisciplinary learning and working. In a recent survey of 530
HCPs working in stroke care, almost 70% stated a preference for a work-based approach to stroke education (Smith & Craig 2006) . Yet within organisations the identification of priority areas for stroke educational investment is often difficult considering the diversity of training needs for staff working in stroke and the competing demands of other parts of the Service (Smith & Craig 2006) . Being a priority does not guarantee funding and inevitably those clinical areas not designated priorities can feel neglected.
Explicit recommendations to facilitate access to healthcare education funding in such circumstances may be required at a national government level. Indeed, proposals for clinical education funding should be fit for purpose and should aim to meet the following:
• Adopt a multi-agency approach
• Be reinforced and informed by recent staff training needs analysis
• Demonstrate a collaborative approach to local workforce development confederations
• Be flexible to working patterns and provide innovative approaches to learning 
